I may be permitted to emphasize-namely, that from the nature of the injuries to bone and soft tissues there results, in the majority of these cases, a very septic condition of the wound, and a septic discharge is poured into the mouth for a considerable time during the early stages of the healing process. In some, necrotic sequestra of bone are exfoliated for a considerable time. Obviously, therefore, these war injuries cannot be treated in the same manner as cases occurring in civil practice.
The treatment must be divided into two main stages: (1) The correction of displacements and support of the fragments whilst the healing of soft tissues and bony union is taking place; (2) the fitting of some prosthetic apparatus for the replacement of the lost parts, the restoration of the function of mastication-possibly also of speech-and the reduction of disfigurements. The interval between these stagessometimes a considerable one-should be devoted by the patient to the stretching of scar tissue and massage of any cicatricial bands which may have formed during the healing of soft tissue. I have been astonished at the degree of suppleness of cicatricial tissue which such treatment can produce if persevered in over some period of time.
On account of the character of the wounds, it is important, I think, that the splints and other apparatus used in the first stage of treatment should be simple and aseptic in design, and be applied in a way which will avoid the damming up of discharges. The mandible should not be fixed to the maxilla if that can be avoided, and the apparatus should cover the minimum possible of gum surface. The occlusal surfaces of the teeth should be free. These requirements seem best met by some sort of wire splint. A Hammond, or a modification, an Angle arch attached to bands on back teeth, are all cleanly and effective where firm teeth exist on both sides of the fracture; where these conditions do not exist the cradle wire splint suggested by Mr. Lewin Payne, which is virtually a double Hammond, is very useful, and in some cases the trough or a capping splint might have to be resorted to.
In view of the seriousness of the injuries, I have been surprised at the small number of cases which cannot be treated in the early stages by some simple wire splint.
The cases of fracture of the maxilla which have come under my notice have been caused by bullet or shrapnel; but I have not yet encountered cases of such extreme severity as our French colleagues showed in some of their photographs. Certain portions of the alveolar border of the teeth have been shot away, with or without perforation of the palatal portion of the bone. Some disfigurements have been caused by laceration of soft tissues and loss of bone, but they have caused no greater difficulty in treatment than the construction of a plate or obdurator, or both, to close the palate wound. I accept Mr. Lewin Payne's six types of fracture of the mandible as fairly covering these injuries from a clinical point of view. I have seen several cases of serious injury to the mandible, and I should like to refer to some varieties which I think present the greatest difficulties in treatment: (1) Single or double fractures at the' angle, or behind the last molar tooth; (2) bilateral fracture of the mandible in the mid-horizontal region; these cases present themselves with the horizontal ramus ploughed through on both sides, with considerable loss of bone substance and of teeth, and, perhaps, an additional fracture at the symphysis, owing to the impact of the missile on the horizontal ramus; (3) fracture involving the loss of the front part of the mandible, including the six or eight front teeth; (4) fracture involving the loss of the whole of one side of the horizontal ramus and perhaps part of the ascending ramus.
In single or double fractures of the angle, an exceedingly difficult condition may arise from the position and line of fracture in relation to the attachment of the jaw muscles. The posterior fragment is displaced forward and upward, and the anterior fragment downwards and backwards. In these cases, as there is nothing to hold on to in the posterior fragment, a capping splint extended backwards to hold the ascending ramus in position will be necessary, and in some cases resort must be had to the fixation of the lower jaw to the upper.
I have met with several cases of bilateral fracture of the horizontal region of the mandible. In these there is usually a great loss of bone substance, the loss being usually greater at the point of exit than at that of entrance of the missile, and there is often much comminution of bone. In connexion with these shattered cases, I consider it very important to retain every piece of living bone. I remember one case particularly in which there was a ploughing wound from left to right, leaving a few incisors in front; these were attached to small fragments of bone, which were so freely movable that my colleague thought removal would have to be carried out, but as there was a fair vascular supply to the gums I advised that the teeth should, be kept. The result proved the conservative treatment to be right, because there is a solid filling up with bone' over a gap of i in. on one side, and at the point of exit of the bullet on the other side, where the gap was larger, there is very good fibrous union.
Where fractures involve the whole anterior arc or front of the mandible, carrying away six or eight front teeth, including the chin, there is a very characteristic displacement-namely, the two fragments always fall to the mid-line and tend to meet in front, causing what has been termed a "parrot mouth." To prevent this, it is wise to secure a model as soon after the infliction of the injury as possible, and to make a splint to hold the two sides apart; I have used a Hammond splint for this purpose. Sometimes I have secured models before miy colleagues have dealt with the soft tissues. It is important, I think, to prevent the inward falling of the teeth and the loss of occlusion.
I agree with Mr. Colyer that the great point is to get bony union if we can do so without serious loss of occlusion; but most of these cases have had so much shot away that it means a great degree of obstruction to the tongue, and absolute loss of occlusion of upper and lower nmolars, to allow the two sides to fall together and join up with bone. It is therefore, in my view, wiser to prevent the falling inward of molars, to preserve their occlusion with the upper, and afterwards to make an artificial restoration of the lost teeth and bone.
In regard to the question of whether a movable or a fixed prosthetic apparatus is best for the patient, I regard the movable one as preferable if it can be made secure and firm enough for mastication. The life of the remaining natural teeth, on which the stability of the apparatus and the comfort of the patient depend, will be longer; and the condition of the gums will be better with a removable than with a fixed apparatus.
One disadvantage of the military hospital is that, owing to military exigencies, patients nmust sometimes be cleared out of hospital before their treatment is really complete, and in this way I have lost sight of unfinished cases.
With regard to the policy of extracting teeth on each side of the fracture, which Mr. Colyer advocates as a routine procedure in all his cases, I think,it may be advisable, and even necessary, to extract a tooth in the line of fracture, but I fail to see why we should do more than that in every case we meet. I can show you a case of triple fracture of the mandible in which six teeth would have been unnecessarily removed from one patient by such procedure. I regard the loss of the mutual support of contiguous teeth in the fracture line as a disadvantage, quite apart from the advantage of preserving the teeth for masticating purposes. Possibly in cases of ununited fracture, the taking out of teeth near the line of fracture might set up a bone-forming process for the repair of the socket, and might thus to a small 'extent expedite bony union. In the cases of fractures seen early, I regard that measure as unnecessary.
As these war wounds are so septic, I agree with Mr. Lewin Payne that efficient drainage is a sine qua non; also thorough irrigation of the wound at short intervals. Peroxide of hydrogen, 5 to 10 vols., and common salt solution are of great service for this. Equally important is a regular shampoo of the gums with a tooth-brush; this prevents gingival troubles and oral sepsis. I have known patients who did this retain quite healthy gums throughout the treatment, notwithstanding several compound fractures of the mandible.
I have seen many cases of what Mr. Colyer calls " stiff jaw," which he considers to be due to fracture of the ascending ramus. The last case of the kind I saw was shot through from left to right, 1 in. in front of the auditory meatus, and probably part of the coronoid process was injured by the bullet. But there are cases without fracture of the ascending ramus, in which the bullet has perhaps grazed the bone, and ploughed up the muscular tissue of the masseter or internal pterygoid muscles, which have been followed by this stiffness. I have usually treated them by intermittent spring force, using the spring clip which I show you.
My experience of bone-grafting has been very slight; I have suggested to my colleagues some cases for treatment, and I think I have one now pending. I have seen one returned prisoner from Germany, the front of whose mandible had been shot away. The German surgeon did his best for him whilst a prisoner by taking a piece of his tibia and bone-grafting it, but the operation, unfortunately, failed.
I should like to join in a hearty meed of thanks which has already been expressed to our French colleagues for the care they have bestowed upon the cases shown in the Museum, and the help they have given us and to our discussion by their presence.
We had one curious foreign body case, photographs of which I will show you, kindly lent for the occasion by my colleague, Mr. Kellock, under whose care the patient was, in which a man was hit by two pieces of shrapnel in the two jaws. A skiagram showed what apparently was a round piece of shrapnel. On operating, it was found to be a tunic button in the right antrum. The man was not wearing his tunic when he was struck, but it was lying on the parapet of the trench, and the shell burst just in front whilst the man was resting. The missile had evidently taken one of the buttons off the tunic and propelled it into his face.
Lastly I wish to endorse Mr. Lewin Payne's four points, which he mentioned at the end of his opening address, as I consider they are very important.
Mr. MONTAGU HoPSON.
I did not anticipate that I should be called upon so early in this resumed discussion. Adverting to what Mr. Colyer said at the meeting last week, I think that, although some of us will not accept without some reserve all those points which he postulated as being essential in the treatment of these cases, we must all admit that the results which he has achieved by adopting the methods he advocated, as evidenced by the cases he showed us afterwards, lead to success in his hands. What was novel to me was the way in which he dealt with some of the cases of fracture of mandible in the molar and premolar regions with loss of substance. He removed the upper teeth and allowed the posterior fragment to swing forward. And he said he was prepared to sacrifice some degree of occlusion so as to secure bony union. I admit I am with him when he does that-i.e., when there is but slight mal-occlusion; but surely the degree of mal-occlusion so achieved must be taken into consideration. If that is likely to be great I prefer fibrous union, and it is wonderful how dense this sometimes is. In one case in which I co-operated with my colleague at Guy's Hospital, Mr. Hughes, we had that difficulty. The patient had been under treatment at a certain base hospital, and had been discharged to his depot for duty with an ununited fracture of the mandible in the region of the first molar on the right; the larger fragmnent on the left was badly displaced to the right, overlapping the smaller fragment on its inner side. Of course, the patient could not masticate the food as supplied at the dep6t; indeed, he had not sufficient power to prevent the withdrawal of my finger when placed between his teeth. The treatment adopted was as follows: Caps were struck to cover his upper teeth on the left, and others for his lower teeth on the right, and by means of intermaxillary traction with rubber bands, from the upper on the left to the lower on the right, the larger fragment was brought across into its correct position. There was one feature in which I came to grief, and it should be mentioned. The caps were made of German silver, and I inserted them in the mouth without having had them gilded. The reaction, however, between the oral secretions and the base metals was so active that I was compelled to remove them and substitute others. When the
